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Closure of the wound should be exact, but the end of an operation is often hurried and details are sacrificed so long as an air-tight closure is effected. When the wound is closed the lung should be expanded as fully as possible and a minimum surface of raw pleura left on the inside of the chest. The parietal pleura does not form a good hold for stitches, and as the ribs have been retracted heavily during the operation, it is not easy to approximate the cut edges unless one or two stout sutures are run round adjacent ribs subperiosteally. These pericostal sutures constitute an effective method of closure in emergency, but they should be supplemented by pleural and muscular layers of stitebes. Continuous sutures make a better closure, but interrupted stitches are useful in taking strain. The actual closure of the pleural cavity should be performed with the lung in the position of fullest expansion, as early inflation of the lung favours rapid convalescence. Some effusion after opening of the chest is inevitable, and the treatment of this fluid is occasionally the source of difficulty. If left alone infection may follow if there has been much intrathoracic manipulation. The pleura should be kept dry, and to effect this two alternatives are possible. Daily aspiration gives good results, but the patient sometimes resents the interference, and the circumstances do not favour good aseptic technique; cases have developed infection as a result. Originally we used this method but have abandoned it for a system of closed drainage over the first few days. Through a small stab wound in the lowest part of the costo-phrenic gutter a little catheter may be placed (a flange, as may be produced by cutting off the tip of a de Pezzer, is advisable) and the tube clamped off before the chest is closed. The main wound is then closed and on the patient's return to bed the catheter is connected with a closed drainage apparatus such as White's. When the effusion has diminished the tube can easily be jerked out and the wound closed satisfactorily with a pad of dressing. I have never seen any ill effect after removing the tube.
Breathing exercises are a very importaDt part of the after-treatment, for, as I have said before, early convalescence is promoted by rapid expansion of the lung. Inhalation of carbon dioxide has a remarkable effect in some cases and, short of distressing the patient, should be practised two or three times a day for a few minutes.
In conclusion, in the performance of any thoracotomy the actual incision in the chest wall demands considerable attention which is fully repaid by the improved access and speedy convalescence, and shock is undoubtedly reduced if preliminary artificial pneumothorax is used. Within the pleural cavity the ease with which the diaphragm can be paralysed should not be forgotten as an aid to the actual technical problem and the result.
Endothelioma of Lymph Nodes. By R. S. PILCHER, F.R.C.S. MY object in introducing this controversial subject is first to describe some clinical and histological observations illustrating the distinguishing features of the disease, and secondly to demonstrate its identity with endothelioma of the nasopbarynx. I am convinced that the disease is more common than is generally realized. Its recognition is important because it is, so far as I know, invariably fatal if not treated, and it is in its early stages that it may be to some extent amenable to treatment.
The cases which form the basis of this paper are collected from the records of University College Hospital for the last ten years. I have found some thirty cases which I believe to be examples of the disease, and from these I have selected fourteen in which there is adequate histological evidence. In addition, five cases of endothelioma of the nasopharynx admitted during the same period have previously been reported by Gardham [1] . In the literature the best account of the disease as it affects lymphatic glands is that of Ewing [2], who does not, however, describe its manifestations in other parts. There are numerous reports of nasopharyngeal endotheliomata, the characteristic symptoms of which were described by Trotter [3] in 1911 and further by Gardham in 1929. As far as I am aware it has not been pointed out before that the majority of these nasopharyngeal tumours arise in the lymphatic tissue of the nasopharynx and are similar in their behaviour and histology to the endothelioma of lymph nodes described by Ewing. New [4] , in an extensive review of the symptoms of nasopharyngeal tumours which he describes as mostly carcinoma or lymphosarcoma, mentions that in three of his cases a previous diagnosis of endothelioma had been made on biopsy of cervical glands. All observers of the nasopharyngeal type of the disease are agreed as to the common occurrence of so-called glandular metastases which are in some cases conspicuous before the primary growth gives symptoms or signs. That the primary manifestation of the disease is not necessarily in the nasopharynx but may be in the glands has apparently escaped consideration. I think the explanation of the varied clinical pictures is to be found in the observation that the disease does not start in a single focus and thence metastasize to neighbouring glands, but arises simultaneously in multiple foci tending to be concentrated in definite anatomical groups. These foci include any paru of the body that is characterized by the presence of lymphatic tissue. The cases that I have collected show the incidence of the disease in the following situations: Nasopharynx, tonsil and pharynx, cervical, axillary, inguinal, iliac, lumbar and aortic glands and spleen. The high incidence of the disease in the nasopharynx is due in part to the large amount of lymphatic tissue in this region, and also, probably, to its exposure to infection, which seems to be a common precursor of the condition. Whatever the real nature of the disease, there is little doubt that any lymphatic tissue may be involved and that commonly it arises in multiple foci. In a case in which adequate material is available, it is possible to trace stages in the development of the condition in adjacent glands. There appears to be an essential change in the gland itself with no suggestion of cellular metastasis from adjacent foci. When the change has occurred in any one gland the endotheliomatous tissue behaves like a malignant growth, and although remaining confined within the capsule for a long time, finally escapes and infiltrates surrounding tissues. This infiltration of other tissues is followed by dense fibrosis which is seldom a marked feature in the glands. In the nasopharynx the lymphatic tissue is not encapsulated as it is in the glands, and it is this difference which probably accounts for the widespread infiltration of the structures at the base of the skull which is a constant feature of the disease in this situation and gives rise to its pathognomonic symptoms.
Clinically, the disease is characterized by tumour formation in lymphatic tissue and has no other constant feature. This being so, the nature of the tumours is of great importance. The tumours of glands are multiple, discrete, smooth, round or oval swellings of rubbery consistence. They are at first unattached to one another or to surrounding structures and may reach a large size before the disease transgresses the gland capsule. Later in the course of the disease the glands become matted together and tethered to surrounding structures. When the process escapes from the glands it infiltrates diffusely and gives rise to dense fibrosis. In an advanced case the whole part may be occupied by diffuse woody induration, in which, however, it may still be possible to recognize the outlines of glands. The skin is involved with other tissues, and although thinned, does not ulcerate.
The nasopharyngeal tumours behave in a similar way, infiltrating the submueosa widely but not ulcerating tbrough. I have already mentioned that the glands are affected by groups rather than singly, and in the majority of cases when the patient is first seen, at least one group is extensively involved. In many the disease has already spread to adjacent groups, while occasionally it seems to start as a generalized process throughout thelymphatic system. Wherever it begins, it tends to spread to other parts of the lymphatic system, but for the purposes of treatment it is convenient to differentiate two types, a local and a general, although many cases are intermediate between the two,
In the general condition of the patient there is remarkably little change even in the late stages. There is no fever, no cachexia and no change in the blood count in the majority of cases, but in some cases observations are wanting on the last point. In only one case was enlargement of the spleen found and in that case, only as a terminal event; in no case was the liver found enlarged. In the majority of the cases in my series the final stages of the disease have not been observed and it may be that the changes noted above as being absent, actually occur more frequently, at any rate terminally.
The nasopharyngeal type of the disease has been fully described by Trotter and Gardham, and I shall not consider its symptoms in detail. The patient may consult a specialist for deafness, toothache or ophthalmoplegia, but when the disease produces these symptoms glands are usually enlarged and should arouse suspicion as to the true nature of the condition. Another sign which is of great value is weakness or paralysis of the palate on the same side as the symptoms. Apart from the special signs due to involvement of the nasopharynx, the course of the disease is as described for the type confined to glands.
The sex and age incidence of the fourteen cases of my series, and the five others previously referred to, is shown in the following The extent of the disease when the patients were first seen is shown diagrammatically in figure 1 .
Seven of the patients are known to be dead and in five of these extension of the disease to other groups of glands was observed before death. One patient is untraced, six are still living, of whom three are at present free from signs of active disease, the longest being sixteen months after treatment. The history given by the patients is very variable. In several a swelling had been present for several years and recently had increased in size, while in others for a few months only. In three of the nasopharyngeal cases there was a history of recurrent attacks of tonsillitis and in each tonsillectomy had been performed, but I can find no record of histological examination of the tonsils removed. In several cases the history suggests that the endothelioma supervened on a pre-existing infective process.
The response of the disease to irradiation may be of help in establishing the diagnosis. Full doses of X-rays can be given without any constitutional disturbance and are followed by shrinking or even disappearance of the tumours. Recurrence, however, usually occurs early, but is still sensitive and can be kept in check by repeated treatments. If the disease is localized it seems worth while to excise the affected glands and of the six cases living three have been treated in this way.
Owing to the frequent absence of distinguishing clinical features the histology of the disease is of great importance and may be the only means of diagnosis. It is, moreover, chiefly on histological evidence that the identity of the nasopharyngeal tumours with endothelioma of lymph glands is established. The tumours are composed of cells which for convenience I shall call endothelial cells without inferring that they arise from endothelium. The structure is variable and may be alveolar, plexiform or diffuse. In the alveolar and plexiform types a variable amount of lymphatic tissue survives between the areas of tumour, which takes the form of syncytial sheets in which outlines of individual cells are lost (figs. 2 and 3). Scattered about this syncytium are large vesicular nuclei variable in shape but having a very distinct outline, a clear but fine chromatin network and one or two nucleoli (fig. 4 ).
The character of the nuclei appears to vary with the degree of activity of the tumour. In the diffuse type the lymphatic tissue is completely replaced by the tumour cells which have less cytoplasm, so that the nuclei appear more closely packed together. The nuclei are generally smaller and stain more deeply than in the syncytial type (fig. 5 ). In some cases a reticular structure is apparent, not unlike the reticuilum of a normal gland, the cells of which resemble those of the endothelioma in many respects. By the silver impregnation method a network of reticular fibres can be demonstrated in the sheets of endothelial 'cells. In both types numerous bloodvessels can be found, with well-defined endothelial walls, from which the tumourcells may appear to be developing. When the tumour escapes from the gland capsule and infiltrates other tissues the endothelial cells change in appearance. The nuclei are smaller, stain more deeply, and are more variable in shape. In addition fibrosis, which may ba absent in the glands, becomes a marked feature outside them. The appearance of some of the tumours suggests that the fibrous tissue may be formed by transformation of the endothelial cells themselves. An interesting feature that I have found in several cases is the presence in the tumour of rounded or oval spaces, which at first sigbt resemble fat spaces. No fat, however, can be demonstrated in them and under high magnification they resemble reticular spaces of normal lymph glands. All the histological appearances which I have described have been observed in both the glandular and the nasopharyngeal types of the endothelioma, showing the essential similarity of the two conditions.
In conclusion, I wish to thank members of the Staff of University College Hospital for permission to incorporate their cases in this paper-in particular Professor Choyce, who in addition has given me much valuable help and advice.
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[1] GARDHAIJ, A. J., "Endothelioma of the Nasopharynx," Brit. Tourn. Surg., 1929, xvii. l21 EWING, J., "Endothelioma of Lymph Nodes," Journ. Med. Res., 1931, xxviii, 1. r3] TROTTER, W., "On Certain Clinically Obscure Tumours infiltrating the Nasopharyngeal Wall," Trans Med. Soc. Lond., 1911, xxxiv. [4] NEW, G. B., " Syndrome of Malignant Tnmours of the Nasopharynx." Tourn. Amer. Med. Assoc., 1922, lxxix. Fractures of the Head of the Radius. By C. W. FLEMMING, M.Ch., F.R.C.S. THE fracture with which I am dealing is that of the articular surface of the radius only: it occurs almost exclusively in adults, in contrast to fractures of the neck, which occur more frequently in younger patients. Its importance lies in its frequency and in the very disabling-even crippling-arthritis that sometimes follows it. The cases on which this paper is based are twenty recently seen by me, out of a total of thirty which were treated at University College Hospital between two and five years ago. The series is admittedly small, but it includes every type of case, and furthermore I have been unable to find any reference elsewhere to any equal number having been examined so long after the injury.
It is usually stated that about 75% of these fractures are produced by direct injury, resulting from a fall on the elbow, and the remainder by a fall on the outstretched hand. With these figures, my series roughly agrees. It is difficult to see why two such diverse types of injury should produce the same fracture. In a classical case, the physical signs are as one would expect-namely, tenderness over the head of the radius, a small effusion into the elbow-joint and limitation of flexion, extension, pronation and supination; but a number of cases present very few signs and the fracture is only found in a routine radiographic examination.
It is on the X-ray findings that the course of treatment depends. The anteroposterior view is the important one, since the lateral view, except in cases of gross displacement, shows no signs of injury. The varieties are shown in the following photographs. The first picture ( fig. 1 , p. 50) shows the simplest case-a vertical crack with no apparent deformation of joint surface. The second (fig. 2) shows a further stage of bony injury, where the vertical crack is joined by a horizontal one, so that there is a completely detached fragment-but little deformation of the joint surface.
The third (fig. 3) shows a worse stage of the same injury-where there is considerable depression of the outer portion of the articular surface.
